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Surveyar: 40053
A raceilification hiealth survey forcompliance with
42 CFR Part 483, Subparf B, raquirements for-
Long Term Care faciliies, was conducted from
6/15/21 through 6/17/21, Rolling Hills Healthcare

-was found not in comphance with the followmg

requirements; F580, F658, F755, F842, F849,
-and.F880.

A complaift heaith survey for compliarice with 42
CFR Part 483, Subpait B, requiremerits-for Long

" Term. Care facilities, was conductéd from 6/15/21
! through.6/17/21: Areas surveyed included Quislity

of Care and Nursing Services. Rolling Hills
Healtricare was found notin compliance with the
{ following requirément: F580.

Notify of Chahges (tnjury/Decline/Room, etc.)
CFR(s): 483. 10(g)(14)(l) ~{ivy(15)

§483.10(g)(14) Netification of Changes.
(i). A facility must immediately inform 1he resident;.
consuit with the resident's physician; and notify,

consistent with his or her authority, the resident

representative(s) when there is-
(AY An accidént involving the resident which

1esults in injury and has the potential for requiring

physician infervention;.

B)A su;nlf icant change in the resident’s physical,
‘mental, or- psychosoma[ -status (that is;a
deterioration in health, mental,-or: psychosocial
status in-either life-threatering condmons or
clinical comphcahons)

(C) A need {o-atter treatment significantly {that i is,
a need to diseoritinue’an existing form of

_treatment due to adverse. consequences orto

commence a new fofm of treatment); or
{D) A decision’to transfér or-discharge:the

F 580!

i Defuclency was correctly cited, and is also not {c be
g.ccnstrued ais & admisstort of fauli by the facility, the
| administrator or dny.employees, agents:or. other

* individyals who draft or may be discussed in this
Résporisa-and Plan of Garréction. In addition,
preparation and submission of this Plan of
-Corrécilon does not constitute an admission
.agreement-of any kind by the facmty of the truth.of
_any facts alleged or the-correctness of any:

;. conclusions set forth in the allegations.

-Accerdingly, the Fagility has prepared and submitied
this Plan of Correction prior. io-the resolition of any
-appeal which may be filed solely because of the
requirements under state and federel law that i
manddte submission of a Plan of Correction within -~ |
ten Il (¥)] days of the survey as a condition {o
partlcipate in Title' 19 and Title 19 programs This
Plan of Correction is submitted-as the faciliy’s
credible allégation of compliance.

Corrective Action:

D_QNIDésignee notified resident 13 family.on_
12/2/2020.

Identification of Others:

DON-or D‘esignee réviewed gll residents with.
¢urrerit changes in skin candition toensure
of resident:or representative notification.

! Systemic Charniges:

Adminiistrato, DON (Director of Nursihg), :
IDT. {Interdisciplinary Team), and Medical
Diracior reviewed-and approved | Health,
Medical Condition and Treatment Optlons
Informlng_ Residents of Policy.
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711/2021

LABORATGRY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S-BIGNATURE

TITLE

{¥6) DATE

AdminiShrativ— 1191202,
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F-580 i Continued From page-1
res:dent from the faciiity as specified In
, §483 15(c)(1)(i).

| ) When making: notification under paragraph (<))
' {14)(i):of this section, the facility must ensure:that
all pertinent information specified in §483.15(c)(2)
is available and providéd Upon requestto the,
physician..

(i) The facility must also promptly notify the
resident and the resident representative; if any,
when there is-

(A) A change in room or rogmmate ‘assignment
as:specified.in §483. 1D(e)(6) of

(B) Achange in resident rights under Federal or
State law-or regulations as specified in paragraph
(8)110) of this section,
| {(iv) The' faciiity must record:and- periodically.
| update the address {mailing :and emall) and
phone number of the | resident
representatlve(s)

§483, 10(9)(1 5)

Admission 1o a composite distinct.part. Afacility
that is-a composite distinct pait (as defined in
§483. 5) muist disciose in its admission agreement
its physmal conﬁguratlon lncludmg the various
locations that comprise the oompOSIte dlstlnct
part, and must specify the’ policies that apply 10
raom.changes between its.different locations
under §483; 15(0)(9)

This REQUIREMENT ' is not met.as evidenced:
by:

Surveyor: 40053

r-Surveyor: 40788

i Based on interview; record. review, and pollcy

| review, the provider f fziled to.ensure one of one.
sampled remdent s (13) farrily member had been
, notified of a slgmf‘ icant change regarding the
condmon of her skin. Findings include:

F 580 .
i gontinued-from Page 1.

residents or representatives.

-condition..

‘o their first-shift worked. after.

‘Monitoring:

-when there is a significant change in

Education will be completed no later than
711/2021. Those:who have not received theé ¢
educatidn by 7/11/2021 will be educated prior’ |

DON or Desigriee will monitot residents with
changes in condition 1o validate residents or
represeiitatives are notified of a change in
.condiiion. Any concerns noted will be.

| corrected immediately. Monitoring will be

'DON or Designee will educate licensed
nurses, to include LPN F, on the Tacility's
Health; Médical Condition dnd Treatment’
Qptions, Informing Résidents of Policy fo
ensure the:facility will provide | notificatiori 1o

. conducted:3 times weekly through chart .
! review, observation and irtervisws untif-a i

corrected immediately;

i

! |essdr frequiericy is deemed appropriate by
the QAPI committee for a minimum of 2 !
months. Any concetns identified will be :

Committee monthly and as needed.

Adniinistrator or designee will report.any i
identified frends to-Quality Assurance 3
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1, Review and-interview on 6M6/21 at 5:00 p.m.
with social services desighee (SSD) {H) regarding-

resident 13's progress note documentation
between 11412120 and 1272/20 revealed

*She confi rmed resident 13"s son was her primary
emergency contact and_ hea'lt'hcare power.of
attorney.

=11/16/20: A telephone: care conference- had
occurred with resident 13's son.

-No idenfified skin concerris had beeri identified
or-discussed during that conference.

*11/16/20: Resident 13 had been diagnoséd with
a urinary tract infection (UTI} by a certified rnurse
practitioner. '

*11/1 7420 An-excoriation on residerit 13's buttock
had beaen ldentlﬁed Thée area was.cleaned and a
dressing applled Awound assessment on that

sanie date described that buttock excoriation as-a,

stage |l préssure ulcer:

{ -88D H confirmed resident 13's son hadnot been
i notified of that mformatlon but should have been.

*11/18/20: Resident 13's son was natified resident
13 had started-an antibiotic for treatment of that
uTl.

“11719/20: Resident 13's son was-natified of a
change.in the provider's-visitation pollcy

*14/24/20: Resident 13's son ‘was notified resident

13.was admitied o-a nearby acute.care hospital
with an élevated sodiurh levél.
*{2/2/20: Resident 13's. son.was-riotified by DON

¢ Band SSDH of resident 13's readmission to the
: facility from the hosgital. They advised him'she-

had retuméed with préssure ulcarsto her feet,
legs, buttacks and mid back. The buftock-wound
had progressed to a stage Il pressure ulcer:
-850 H confirmed this was the first natification
resident 13's son had of her having any skin

i conicems.
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F 580 | Continued From page:3 : iF 53.().§
Surveyor 40053 ¢

2. Review-of the 11/1 7/20. Week(y Wound Review :
s,hget for resident 13 revealed: i
*It had been the.initial wound assessment for-a i
pressuré wound to her coccyx. | § ,
*The riame; daté, and time of the family member |
who was notified of the pressure ulcer hiad.been

left blank. :
*The docurnent had bieen signed on 11/17/20 by i
! licensed practical nurge F.

Interview on, 6/16/21:at 3:40.p.in. withi
adrinistrator A and DON B regarding notification
to resident 13's-family member revealed: i
“LPN F.had completed the wound assessment :
and-was responsible to il the form out :
completely.
-That had included contacting her son and !
updatmg him refated to her skin condition.
*Both admihistrator A and DON 'B's expectation i
would have been: -
*L PN F would have filled out the Weekly Wound
Review sheet completely and notified resident. !
13's son.of the .change in-her skin condition.
-Notification should have taken place on
| 1117/20.

i-Review of the provider's Qtr [quarter] 3, 2618

leth Medical Condition arid Treatment ! i
; thl_qns JInfotrring Residents of policy revealed: !
i *Policy Statement: ' :
 "Residents will be informed of their health,
; : medical condition and options. for treatment
' and/or care,”

I+ The'resident's Attending Physician, the

facmlys Medical Director, or-the Director of

| Nursing Services wil be responsible for informing

lhe resident of his or her. medical condition, Such ; {
Event ID;XLLQ1T Facitity [0z 0012 if continuation shest Page 4 of 26
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F 580 | Continued From page 4 F 580!
information will include providing the resident with
information about hismer: a. functional status.”
*'3. The person- mformmg the i !
resident/representative of his or her medical, i
condition will present such information’in a
forinat, langtage and cultural contekt that the
resident/representative can understand.”
F 858 SeN:ige_s:Providéd Me:et,.l?roféssional Standards- | F 6581 +3eg F880 for Directed Plan of Correction Tm2021
§8=D | CFR(8): 483.21(bJ(3)(i} : ‘ i

§483:21(b)(3) Comprehensive Care Plans

The servicés provided of arranged by the facility,
as otitlined by the comprehensivé care plan,.
masi-

(i) Me&t professional standards of quality.

This REQUIREMENT is hot met as evidenced

by:

Surveyor: 40788

Surveyor: 40053

.Based on abservation, inferview, record review,

and policy review, the provider failed fo: follow
professional standards of nursing practice: for:

: *One of one-sampfed resident’s (37) who requnred

enteral fe_edmgs,gastr!c tube placement had been
evaluated prior to use by one.of one licensed

‘practical nurse (LPR) F.

*Oné wound cleanser boitle with a resident’s
name-on it had not been used for another

-resident (23) and that information had not been
‘removed by one of oné LPN F.

*One of one residents (23) skin tear treatment
had been docurmented. by one'of ane LPN F.
*Revision of one of 6ne.sampled resident’s (18)
care plari to reflect pressure uicer devélopment,

‘résolution, and re-octumence of that same

pressure-ulcér.

! Documentation was completed for skin tear
! 1o right elbow on 6/17/2021.-An. order for
treatment was placed for Resident 23's right
elbow skin tear. -Care-plan is updated for

Correction-Action;

| 'DON provided verbal education to LPN Fon |
-6/18/2021 regarding improper hand hygiéne |
and-ensuring Gastric Tube Placement prior to
teeding or administration of medications.

Besident 23's skin tear was assessed and
has no 51gns and symptoms of infection from

LPN F's: impropar "hand hygiene and using
{ another residents wounid cleanser.

Assistant DON assessed resident 37 1o

H
H

vslidate-proper gastric.tube placement on

| 6/15/2021.

© DON provided education to LPN F regarding ;

Expiration dates and properdisposal of i

wound ¢cleanser.

right elbow skin tear.

Residerit 18°s care plan has been updated to

reflect pressuré-ulcer development-and

resolution and reoccurrence with resolunon of i

that'same pressure ulcer..
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F 658 ! Continued From page &
| Findings include:

1. Observation:on 6/15/23 at 12:30 p.m. of LPN F
whlle completing & medication pass far; residerit
H 37 revesled:

| *Resident 37 had a-gastric tube fof enteral

; feedings and medication administration.
*An.arder for liquid acetamiriophen énd Jevity
“liquid.

-The liquid acetaminophen could be mixed with
the Jevity and given togethar,

*LPN F gathered the medication and Jevity and
withouit performing hand hygiens:

-Raiséd the head of residént 37's bed.

<Went into the residents bathroom and retrleved a
pair of gloves and.put-them on.

-Poured the Jevity and -acetaminophen.into the
empty gravity fed bag hanging.on the iniravenous
{IV) pole.

-Ran the liquid through the tLibing to remove the.
; air.

-Dropped-the tubing cap onto the fioor.
-Removed her gloves and 'used hand sanitizer.
-L&ft the resident's-room to refrieve-a new set of
i tubing.

*Without performing hand hygiene she:.

-Put on gloves.

-Opened the new set of lubing and retrieved thé
cap.

-Placed the new cap on the tubing and huhg it
fram the: IV pole.

-Lifted he shirt.of the resident and opened the

| gastric-tube cap.

“without checking placement of the.gastric fube
she removed: the cap.from the tubing.on.the IV
pole.and attached it to the residents gastric.
tubing. _

-She started the acetaminophen and Jevity
mixture which-began running to the resident.

Al residents- with gastric:lubes were assessed
‘to validate propertube placement.on ;

"815/2021.

1

| identification Of Others:

DON or Dasignee reviewed all résidents with
skiri congerns 10 include skin tears, to'ensure
complete documsntation of concern,
treatment documentatlon is placed, the- care
plan‘is updated and resident or representative
ha\/e been notified.

| All residents havé the potential tobe at riskil |

staff do riot adhere to appropriate hand .
hygiene and-appropriate maintenance and
disposal of wound.cleanser spray.

Residents with wound ireatmenits and gastric.

No issues were identitied.

Wound cleanser bottles were reviewed 1o
validate individual resident labeling with

-iubes were assessed for having appropriately
labeled and-unexpired wound care supplies |
and for signg and symploms-of infection
related to missed hand hygiene opportunity.

expiration-date labeled and found to be in
 -compliance.

8ystemic Changes:

Administiator, DON, IDT,and Medical Director |
reviewed and approved the following facility

policiesfcompetencies: Hand washing/Hand
Hygiene Policy, Enteral Feedings-Safety
Precautions Compsatency, Chartmg and
‘Documentation Policy, and Care Plans;
Gomprehensive Person-Centered Policy.
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Interview immediately fallowirig the above | DON or Designee Wil sducate licensed
observation with LPN F revesled:that had been nurses, 1o include LPN F; onthe facility's
her normal procedure. : Enteral Feedmgs-Safety Precautions a
: X H l(golrnpetegc(.)z,l, Ch;{tmg acr;d Do:trllmentatlon
L ) N ; alicy and Care Plang, Comprehensive
lnter.\flgw on '6/‘16”2? at 1 155 am. with . .Persgn Centered Policy. Education w:ll !
administrator A concerning the above observation Lincluder |
felated to LPN F's hand hygiene and gastric-tube -Ensuring proper gastri¢ tube placemient rior |
,p Igcgmgn{n)‘evgaled her _expgptatmn was. 10 fesding-or adniinistration of medications. |
Hand hygiene was completéd when eritering and, -Ensuring résidents-wouhd cleanser is riot
!eavmg ﬁ_w.,' resident's room and after removing E shared and assigned 1o one resident only,
and replacing gloves: and discarded when ‘expired.
*To-ehsure gastric tube placement prior io'a -Best practices for-expiration documentation
feeding or administration of any medicatiofis.. ! Yormat of month/year. o
! -Ensuririg freatment of skin concerns are
| Review of the Quarter 3, 2018 i documiented with family hofification ;
Handwashing/Hand Hyglene Policy revealed: ' { “-Ensuring.accurate documentation i
“17. Use an algohol-based hand rub containing at i of skin concerns in medical record
least 62% aleohol; or, alternatively,- soap and | -Ensunng care. planis are updated 1o réflect
water for the-following situations:” | pressure ulcer developmerit and resolution. !
. Before and after ditect contact with
residents;” i DON of Designes will educate staff, to include |
:"c. Before preparing or handling medications;” ‘ LPN F, on the facility's-Hand Washing/Hand ?
-"d. Before performiing any non-surgical invasive i Hygiene Policy. ;
procedures;” ! Education will include
-"g. Before and after handling an Invasive device . “Performing hand hygiene upon entering and
(€9, urinary catheters, IV access sités);” i leaving residents room and before donning
g, Beforé Handling clean or soiled- dréssings, | gloves and'after dofiing gloves.- o
o s e |
“*h. Before movini a contarminate Rt fing i 1ons i
i toha cléah b::ﬁ si?efgzﬂngﬁﬁden?aétai::EOdy ste : -_Ej:efo_u_te ‘F°”°h'"9 medical equipmentafter :
i, After contact with a residents intact skin;”  gloveuse
| 'm, Afterremoving gioves.” | -Before touching personal clothing,
Lo - ' : -Before-pericrming any non-surgical invasive
T, ‘ proceduras
Review ofthe' 2018 Competency Assessment -Before and after handling an invasive:device
Entera! Feedings-Safety Precautions revealed; i (gastr:c tube) -
*"Preveniing aspiration | -Befare handling clean or soiled dressings,
;1 cCi:heack 3ntz;ral tut:e glacerfnentd pntzr to each . gauze.pads, scissors, etc
eeding and adiministration of medication.” , i :
Event ID;XLLO1 Facilily ID: 0012 If continuation sheet Page 7 of.28
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2. Observation on-6/16/21 at 10:45.a.m. of LPN F
 while pe:formlng a wound 1reatment on resident
23’5’ right elbow revealed

’Resrdent 23 was s:ttmg in a wheelchair next to
the'nurses station.

-He had been brougiit {6 that area by activities
aide G who had stated hé received a skin tear
while taking a bath,

*LPN F petformed hand hygiéne and. placed on
gloves.

*Shie Lised 8 sponge to dab the fight elbow area
of the resident.

*With.those same gloves she:

*She opened the drawer of the ireatment cart and
retrisved a bottle of wound cleanger spray.

! .That wound.cleanser spray bottle had wntmg

: near the top-of the bottle-consisting of an
expiration date of 1722 and ‘a name-of a resident
who was not resident 23:

-She used that wound cleanser on resident 23's
glbow:;

*With those same gioved hands she:

-Put Her right hand info her smock pocket-and
refrieved her scissors.

-Guta steri-strip and placed it onto the residents
¢ elbow. ‘
{ *She removed her gloves and without performing
hand: hygiene shé:

-Picked up the scissors-and cut a piece of
adhesive and placed it onto the residents elbow.
*When questioned she stated that had been her
usual way of performing wound care.

‘When questioned about the: bottle of wound
cleanser she stated:

-"Someone put [resident]:name on'it.,

-He wanted his name on it."

-She then opened up an alcohol wipe and wiped
the wound cleanser bottle tlll she removed the

-Béfore movihg' from & contarfiinated body. site
1o a ¢clean body site during resident care
-Aftet contact with resident’s intact skin

LPiN F will complete CMS targeted Covid 19
Training for. Frontling Nutsing Home Staff
before 7/11/2021 or during next shift. worked
after.

¢ All urrent staff who have not completed cMS:

tralnlng, will be ofiered to complgte CMS
targe1ed Covid 19 Training for Frontling
Nursing Home Staff.

Education will be completed no later than
7/11/2021 .Those who have not been
educaled by 711/2021 will he: educated prior-
16 their first shift worked after.

Monitoring/QAPI

DON or Designee will monitor residents with
gastric tubes to ensure. checking placement

gastric tube prior to feedlng or-administratian
of medlcattons. to ensure freatment supplias
are not shared between residents, 1o ensure
skin concerns are docurniented in medical

-record with treatment and family-notification if

required, to ensure care plans are updated
with skin concerns to include-pressure ulcer
develapment gnd resalution: Monﬂormg will

| be conducted 3 times weekly through chart

review, observation and interviews until a
lessor frequency is deemed appropriate'by

the QAPI commitiee. for a minimum of.2

months: Any.concerns identified will be

: ! ‘corrected immediately:

ROLLING HILLS HEALTHCARE BELLE FOURCHE SD E77T17
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1/22 date and the re5|denis name..
-She stated “i's probably been open for 1our oi

: five’ months and should be thrown away.”

*She threw the- wound cleanser bottlé into-the
trash can and walkéd info the ctean storage area
and the medication storage room lookirig for a
new bottle-of wound tleanser.

*She came out of the medication storage room
and carne to me to infort nie na one should have
put [resident] name on the bottle -of Wound
cleanser because it wasa't his.

“*IWhen questioned why she used a.cleanser with

someone's nairie on jt for a different resident she
stated because it wasn't [nami] his..

Review on 6/17/21 at 9:45 a.m. of resident 23's
progress:notes and treatmentrecord revealed: no
documentation of the above wound treatment.had
been documented on 6/16/21 after the treatmenf

“had been completed.

Interview on 8/16/21 at 11315 a.m. with
admiinistrator A regarding the above observation
revealed:

*Her expectatlon was gloves would have been
removed and fiand hyglene performed

After cleaning the wound.and touchmg thé

tredtment cart.

~Befare: putting her hand:inte her sfnock pocket.

*Information written on the wound cleanserbotlle
should not have been removed and only. used for
the resident who's name had been.on the bottle.

Interview on 6/17/21 at 10; 25 a.m. with
administrator A regarding the lack of
documentatuon by LPNF r_elated ‘to wound

treatment revealed

*LPN F shoutd have documented the wound care
to resident’ 23‘_,5 elbow immediately or as soon as

randomly.include:-

eqmpment after glove-use,

invasive device (gastuc tube},

resident's intact skin.

staff understanding expiration:docuriientation
of month/year, to‘enisure-hand hygiene is
periormed per policy to include. enferingand |
leaving a residents toom, donning and doffing
gloves, before and after direct contact with
residents, before preparing or handling i
: medications, before touching medical

beiore -or after touthing persenal clothing,
before performing any non-surgical invasive
procedure before and after:handling an

hefare handling clean or sailed dressings,
gauze pads, scissors, 21c, before maving from ;
a contaminated body $ité to a clean Body site
during resident care, and affer contact with

Administrator or designee will report any
|dentn‘|ed trends to Quality Assurance:
Commiﬁee maonthly:and.as needed.

Administrator/DON-or Designee will monitor |
staff, to include fandomly monitoring LPN F to
ensure appropriate hand washing/hand ;
hygiene practices are'being followed and will

FORM GMS-2567(02-92) I?rg\(]OUSMerﬁms'thqlgle
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F 658 [ Cantinued From page 9
possible after completing the treatment.

Rewew of the Quarter 3, 2018 Chartlng and
Documentatlon Policy revealed:

| %72, The following information is to be
i-documented in the resident medical récord."”
'c; Treatments or services perfonined.”

‘should include care-specific details, including:*
~*a. The date and tifme the procedureftreatment.
as provided"

“d. How the resident tolerated the
rocedureAreatment;’

Lif indicated; and" :
| -"g. The signature and titfe of the individual,
documenting.”

3. Observation and interview on 611 6/21 at 8:10
a.m; with resident 18 revealed:

“*He wore glasses arid 4 surgical mask.
*There‘was a Band-Ald béside his left-earon his.
.scalp

“*He stafed that Band-Aid éovered a sore caused
by thé surgical mask he wore.

Review.of resident 18's carerecord reveated a
pressure injury had developed beside-his left ear
i on 5/4/21 that hiealed on 5/26/21 and
re-developed on.6/15/21.

-Review of resident 18's care plan last revised on
®r7/21 revealed no mention of a history of a.
pressure-injury beside his lefi ear-or the-
re-development of that same pressure injury.

lnterwew on 6/17/24 at 1:00 p.m. with drrector of
nursing B regarding résident 18 'S’ pressure injury
revealed:

7. Documentation.of procedures. and treatments

*f. Notification of family, physician or other staff,

F 658
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*She confirmed it was initially identified on 5421
and caused by his Surgical mask.

-A different type of mask had been provided and
that pressure injury resalved on 5!26/21

*She had thought that pressure injury.ré-octurred
on 6/15/21-after the Band-Aid that covered the
sore had been.removed.

-She was-investigating another type of surgical
mask that.extended the lenath: of the-straps and
fit the resident differeritly:

*She-confirmed the first and subsequent pressure
injusigs. should have been documented dn
resident 18's care plan.

-The-nurse who-had |nmally |deni|f' ed those
pressure injuries on 5/4/21 and on Q{1 5721 was-
responsible for-revising resident 18's care:plan.

Review of the Quarter 3, 2018 Care plans,
Camprehensive Person- Centered policy
revealed:

{ *'8. The comprehensive, parson-centered care
plan will:"

g \ncorpdrate identified problem dreas;
-h. Incorporaté risk factars associated with
identified prablems.”
“"m. Aid in preventing or reducing decline in the
resident's functional. statis -and/or functional

‘levels;"

*'14.-The-Interdisciplinary Team must review and
update the care'plan:.

-a. When there has been a significant change in
the resident's. condition,",

Pharmacy Srves/Procedures/PharmacistRecords
CFR(s): 483: 45(z)()(1)-(3)

§483.45 Pharmacy Services
The facility must provide routine and emergency
drugs and biologicals:to its residents, or obtain

. Fess

F 755! Gorrective Action;

i accounted for.
i

3

| DON verified:all controlléd substances were

7M1/2021
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| them under an agreement described in
§483 70(g). The facility may permit.uniicensed

 personnel to administer-drugs if State law
permits, but only under the,general supervision of

alicensed nurse.

§483:45(a). Procedures. ‘A facility must provide:
pharmaceutical services (including procedures
that assure the aceurate.acquiring, receiving,

dispensing, and administering-of all drugs and:

hiologicals) to ineet the neéds ofieach resident.

§483.45(b) Service Consultation. The facility
must employ or-obtain the services of'a licensed

i pharmacist who-

§483.45(b)(1) Provides consultation:on alf
aspecls of the provision of pharmacy services in
the facility.

§483.45(b)(2) Establishes a system of records of
receipt and disposition of all:controlled drugs in
sufficient detail to enable an accursite-
reconciliation; and

§483.45(b)(3) Detefmines that drug records.-are'in

order and that an account-of all controlled drugs
is' maintzined and periodically reconcited..

This REQUIREMENT -is not met'as evidencéd
by:

Surveyor: 40053

Based on interview, record review, and policy.
seview the provider failed to ensure.all controlléd
medications had been accounted’ for at shift
changes for two of two medication carts. Findings

‘inglude:

Review of the 300 hall Cantrolled Substance:

! Inverttory-Sheet revealed:

Plan-of-Gorrection,

Systeriic Changes:

Substance Policy.

Substance Inveniory Sheet..

to-their first shift worked after.

Monitoring/QAPI:

i immediately.

The facility has no other Controlled
Substarice Inventory Sheets in use-at time of

Administrator, DON, IDT-and Medical Diréclor |
reviéwed and updated the facility’s Controlled |

DON or' Désignee will educate licensed
nupses and medication aides on'the
Controlled Substance Policy and accurate:
accounting and use of new Controlled

Education will be completed.no later than
7/11/2021.Those who have not been
educated by 7/11/2021 will be educated prior |

CDON or Designee will moriitor Controlled
Substance’ Inveniory Sheets; io include all
fhedication cans; to ensufe medications are!

! ‘accounted for with two (2). signatures for each
i “shift change. Monitoring will be conducted 3
times weekly through ‘chart review,
observation and interviews until a lessor
frequency is deemed appropfiate by the. QAPI
i commitige for a finimum of 2 months. Any |
! concernsidentified will be corrected !

Administrator or designize will report any
i identified trends to.Quality Assurarice i
Committee monthly and-as needed. )
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F 755! Continuéd From page 12 F-755: «
*Between 4/13/21 and 6/16/21 there were. 14

; signature lines.that had been feft blank.

i <That Indicated not all controlled nargotics had

been Aapcounted for by two nurses after every l '

shift. :

Review of the 400 hall Controlled Substance

Inventory Sheet revealed:

*Between 4/13/21 and 6/16/21 there were 38

sigriature lines that had been left blank.

-That indicated not all cantrolled naicétics had

‘been accounted for by two.nurses after svery

shift: ,
i

Interview.on 6/17/21 at 12:15 p.m. with licensed- i
practical niirses (LPN) C and E-revealed they
{ both agréied the Controlied Subistarice [nventory.
! Sheet should have two signatures for each shiift. :

Interview.on.6/17/21 at 4:00 p.m. with ;
administrator A and DON B regarding the H
controlled medication counts revealed: {
*They agregd therg were missing signatures i
between 4/13/21 and 6/16/21 on hall:300 and i
400's Controlled Substance Inventory Sheets. 5
-DON B thought that-had been the wrong sheet !
and there were other sheets that had been filled :
ouf completely ] !
--She had been unable to produce those. f :
completed sheets. , ! !
*Their expectation would have béen that the:
 harcotic count wotld have been completed affer ; !
gach:shift by two-employees.

“Both agreed their facility policy had hot beeri’
followed. ’ ; :

Review of the providers Quarter 3, 2018
Contralled Substance Policy revealed: i i

**9_ Nursing staff must count:controlled x
"Evenit I XLLOT! Faclity |D; 0012 if'continuation stieet Page 13 of 28.

FORM CMS-2567(D2-89) Previbus Versians‘Obsolote




DEPARTMENT OF HEALTH AND HUMAN SERVICES

"PRINTED: 07/01/2021
FORMAPPROVED
OMB NO. 0838-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
,STATEMENT OF DEFICIENC]ES %1 PRQVIDER!SUPPL!ERJ‘CLIA (X2) MULTIPLE‘CON_S'[RUGTION- {X3) DATE SURVEY
AND PLAN OF CORRECTION . IDENTIFICATION NUMBER: A BUILDING COMPLETED
. C
435035 B WING. 06/17/2021

‘ NAME OF PROVIDER 'OR-SUPPLIER

ROLLING HILLS HEALTHCARE

STREET ADDRESS: GITY, STATE, 2IP CODE
2200 13TH AVE
BELLE FOURCHE, 8O+ 57717

§483.20(}(5) Resident-identifiable information.
(i} A facility may. not release information that is
resident-identifi able to the publlc

{ii) The- facmty may. release Information that is

‘remdent—tdentlf able to an agent only in

accordance-with-a contract undér which the agent
agrees not to-use or disclose this information
except tothe extent the facility itseélf is permitted-

{o do so.

' §483.70(i) Medical records.

§483.70(1)(1) In accordance with accepted

| professional standards and- practices, the facility

must maintain medical re¢ords. on each resident
{hat are-

i (i} Complete;

(if) Accurately documented:
(it} Readily accessible; and
(iv) Systematically.organized

§483. 70{1)(2) The fagcility must keep conﬁdentlal
all information. oontamed in the resident’s records,
regardiess of the form or storage method of the
records, except when release is-

(i) To the individual, or their resident
repieseritative where- permltted by appllcable laiw;
(i) Reguired by Law;

(i) For treatment, payrient, or heailth care:

operations, as permitted by and in‘compliance

with.45 CFR 164. 506

i A Hospice notebook has been provided:for
{ Résident4.

Resident 31 éxpired 7/7/2021.

| Resident 26 expired 7/4/2021.

Identification of Qthers

. DON/Désignee validated na other residents.
i recelve Hospice Services in facility-at time of

. Pian of Correction,

-Systemic Chahges

‘Program Policy:

i Administrator provided DON with hospice
‘Supervisar contact information for
commuriication and coordinatidn. as the
designated point of contact between facility
‘and.Hospice agency.

Administrator will provide education to

designated as the.point of contact between
. Facility and Hospice agency.

Administrator, DON, IDT and Medical Dirgctor
reviewed and appraved the faciiity's Hospice.

Directer of Nursing ‘on thie Hospice Pregram
Policy 1o include education-of the- DON being |

x4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D ! PROVIDER'S PLAN-OF CORREGTION i (X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL ’ PREFIX. {EACH CORRECTIVE ACTICN-SHOULD BE i COMPLETION
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H DEFICIENCY)
) ;
F 755 | Continued From page 13. F 755!
medications at the end.of each shift. The nursg :
-coming on duty and the:nurse going off duty must
i make the count together. They must document:
~ |.andreportany discrepancies to the DON." ; !
F 842 | Resident Records - Idenfiﬁa_b!e.lnformationi i F 842 oorrective Action: L 7i1/2021
§8=D | CFR{s): 483.20{f)(5), 483.70(}{(1)-(5)
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neglect, or domestic violence, health oversight
activities, judicial and administrative proceedings,
law eriforcement gurpeses, organ donalion
purposes, research purposes, or- to coroners,
medical examiners; funeral direciors, and to avert
a serious threat to health or safety as permstted
by and in-compliance W|th 45 CFR 164.512,

§483.70(1)(3) The facility must-safeguard medical
record information agams& loss, destruction, or
unauthonzed use:

§483.70(i){4) Medical records must be retained
for-

{i) The period of time required by ‘State law, or
(il) Five years from the dale of discharge when
thére Is no reéquiremerit in State [aw; or

{iiiy Fof & minof, 3 years ‘after a resident reaches,
legal age.urder State law.

§483.70(i)(5) The medical record must contain-
{ Sufficient information.to identify the resident;
{ii) A record of the resident's assessments;

{iii) The comprehensive-plan of care and services
provided;

{iv) The rasults of any preadmission screening
and resideni review evaluations and
determinations: conducted by the State;

[(7) Physuman s, hurse's, and othet licensed
professional's progréss notes;.and-

(vi) Laboratory, radlology and other diagnostic.
services reports as required under §483.50.
This REQUIREMENT ' i$ not met as évidenced
by:

Surveyor: 40788

Based on interview, record review; and policy
reviéw, the provider failed to héve a system In

i place. for ‘obtaining necessary ‘documeritation to
ensure complete and accurate resident’ medlcal

i
H
¢
¥
H

F 842 continued from page 14

resident,

t gducation to hospice nurses on

Record.

nurses.

Hospice binders.

hospice: information received is

to thigir first shift worked after.

| dogumentation into the Elsctronic Medical

Applicable hospice staff 'will provide a visit
-sunimary‘riote as needad documerited in the

DON or-Designee will pravide educationto |
licensed nurses 1o ensure they are ;
corresponding with Hosplce staff and .
‘receiving’ resident specific hospicé
information during the. shift. and adding
| residents to obseérvations if a change is
noted, andto ensure that resident specific

communicated through shift report and added.
to writtén 24 hour shift réport: Edugation will
include updating nurses of the systemic
changes" for hospice nurses 1o document Van
! notes in facllity electronic medical record:

Education will be completed no later than
7/1112021.Those who have riot been :
edugated by 7/11/2021 will bé educated prior |

Faclhty will provide Hospice with-aloginto |
Facility'’s EMR:to allow Hosplce staff-to
document a.note about theirvisit with the

Hospice will provide Admiinistrator and DON |
| with. meeting time: for facility to provide

Hospice nurses will docurnent their name and |
‘avisit summary with communication: of any
follow up or suggestions relayed to facility
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F 842 | Continued From page 15 - . F 842 continued from page 15
records for three. of three sampled residents (4,
26, and.31) who recgived hospice services Monitoring/QAPE:
through one ‘of one hospice agency. Findings i ) ]
include: i DON:or Designee will monitor facility nurses
' i | -ta ensure resident specific hospice-
| Review of residents 4; 26, ahd 31s' care plans- ! . information isbeing added 10.the 24 hour shift
! revealed: report and communicated thidugh. shift tepoit.
"Resident 4 was adinitied o hospicé service:on . Monitoring will be conductad weekly through
5(14/21. i chart review, observation and interviews until
“Resident 26 was admitted to hospice service on | a Jessor irequency.is deemed appropriate by
5/25/91- | .the QAP committee for a minimum of 2 i
*Resident 31 was admittéd to hdspice sérvice on ! r_nc_mths :A{\y_ congerr_\s identified will be.
5/24/21. coirected immediately: 5
"DON 6t Deslgnée will monitor Hospice. |
Eewew oa Glaal atb4 OI? l'; m. of 'nd“"duaés ; Biriders to ensure-all disciplines are
ospice agency- f"me ooks for residents 4 | ‘completing visit summaries at time of visit.
_fnd 31 revealed: o ) Monitoring will be condicted weekly through
Residents 26 and 31 had their own hospice: chart review, observation'and interviews.untit
agency notebooks at.the nurses’ station. a-lessor frequency is deemed appropriate by
~There was no notebook for resident 4. ‘  -the QAPI'committee for a minimumof 2
*Those notehooks contained completed and .months. Any cancerns:identified will be
signed hospice agency admission paperwork. 5 _corrected immediately:
*Behind the nurse, social worker. chaplain,. 3
volunteer, and home health aide tahs were | DON «or Désigneé will moriitor progress notes. |
individual progress notes. i 0. ensure Hospica Nurses are completing visit |
-There was no completed documenitation by any progress notes that include-the:nurses name, !
i of these disciplines in-either notebook. i license, visit surimary and what specuf:c
: hospice information was. given-to tacility i
Inferview on 6/15/21 at'4:30 p.m..and on 6/16/2 nurse: Manitoring will be. gonducted weekly !
at11:22 a.m. with licensed practical nurse (LPN} through chart review, cbservation and i
E'regarding hospice agency docurmentation intervigws until a-lessor frequency is deemed !
reveated she: ‘approptiate by the QAP committee fora
 *Had thought the provider kepi hospice agency : minimum.of-2 months, Any concems identified
| docurnentation in residents 4, 26,-and 31 care will be correcled immediately.
rechigs. i Adininistrator or designee will report dny
“Was unable to locate:any hospice agenc i Administrator of GesIgnes a
documentation in those: cire repcordsg 4 identified trends ta-Quality Assurance i
*Confirmed the hospice agency had. not entered : Committea mionthly and.as needed. '
documentation on the individual progress notes:in H i
Faciily [0: 0012 Ifcontinuation sheat Pagé 16 of-26
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F 842  Contintied From-page 16 F 842
| their hospice agency.notebooks.
: *Had thought hospice agency documentafion was:

ilentered Inithe agency's electronic medical record

~The hospice agency had no access to the: facility
EMR-and the facility had no-access 10 the

riformation-duiring. the shiff change report if she
‘had riot worked on the day of a hospice visit:

(EMRY system.

hospice EMR.

“‘Received resident specific hospice information
vérbally from haspice staff if she had worked on
the day of that hospice visit.

*Expected to receive resident specific hospice.

interview on 6/16/21 at 5:20 p.m: with director of

! nursing-B regarding communication befween the

provider and the hospice.agency regarding.
hogpice service revealed she:

*Had thought hospice agency staff documented
visit summaries on the. lnterdlscipllnary progress
notes kept in the individual hospice notebooks
kept atthe nurses' station.

*Knew agency ‘staif used an EMR charting
system for complete hosplce documeniatlon that
the prowder did not have access to

-Stated copies of hospice documentatlon from
that EMR forresidents 4, 26, and 31 had been '
received by the providei on-6/9/21 but had hot. ;
béen filed.in the provider's. care recgrds for those
residents:

-The Minimum Data Set (MDS) nurse had it in-her
possession.

“Agreed care records-for residents; 4, 26,-and 31
had not included complete and accessible
hospice: information for those residents.

- was her expectation that the; care record had :
reflecled ongoing informatior exchanges between
the agency and provider in ofder-to féspond to. i
the changirig status and needs of those hospice i

FORM.CMS-2567{02-55) Previous Versidns Obsolete "_ayen; 10 XLLOT

Facilily (D: 0012

if continuation sheet Page 170126




PRINTED: 07/01/2021

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED:
CENTERS FOR MEDICARE & MEDICAID SERVICES. OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES (%1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY'
AND PLAN OF CORRECTION. IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
435035 B.JWING 0611712021
NAME OF PROVIDER OR SUPPLIER- STREET ADDRESS, CITY, STATE, ZIP CODE
Lo - 2300 13THAVE
ROLLING HILES HEALTHCARE BELLE FOURGHE, 5D 7717
Ko 23 (v} "SUMMARY. STATEMENT OF DEFIGIENCIES ; fin) PROVlDER S PLAN OF. CORRECTION o x:
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL . i PREFIX | {(EACH.CORRECTIVE:ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC.IDENTIFYING INFORMATION) | 16 | CROSS-REFERENCED TO THE APPROPRIATE OATE
; DEFICIENCY)
F 842 | Continued From page 17 | F 342§
residents.
‘Review ofthe "Qir: [quarter] 3, 2018" Hospice
Program policy revealed: i
112, Cur facility has designated Director of i i
Nursmgldessgnee to coordinate care provided to ‘ :
the resident by our facilify-staff and thé hospice
staff. He or she.is fesponsible for the following:"
b, Commiunicating with hospice representatives
i -and other healthcare providers participating in' the:
i"provision of care for the terminal illness, refated- : §
i conditions, and other conditions, to ensure Guality
i of care for the resident and family."
F.849.; Hospice Services F 849 : : e i 7hi2021
$8=D | CFR(s): 483.70(0)(1)-(4) i i Gorrective Action: ; 3

§483.70(0) Hospice services.

§483:70(0)(1) A long:-term care (LTC) facility may
do either of the following:

(|) Arrange for the provision of’ hospice services
through ah agreement with one:ar more
Medicare-certified hospices.

{ii) Not-arrange forthe provision of hospice
services at the facility through an agreement with.
a Medlcare-certnf ed hospice and assist.the
residentin transfering to a facnlfty that will
arrange Yor the prowsnon of hospice services
when a resident requasts a transfer;

§4B83.70(0)(2) i hospice.care is furnished in an
LTC facility through an agreement as specified in
paragraph- (o)(1)(|) of this.section with-a hospice,
the LTC facility must meet the following’
requirements:

{i) Ensure fhat the hospice services mest
professional standards and principles that apply
to.individuals providing services in the facility,.and
to'the timeliness of the services.

‘the facmty ‘and how hospice care is used.-

Resident 31 expired 7/7/2021.
Resident 26 eipired 7/4/2021,
Resident 4’s.care plan was updated fo reflect

whai hosplce services will be provided, how
often hospice | services are fo be prowded in

identiﬂca;iqn of Others’

DON/Designee: validated no other residents !
receive Hospice Services in facility attime of :
Plan of Correction. i

Systemic Changes:

: Admiinistrator, DON, IDT and Medical Director |
i reviewed and approved faclhtys Hospice
. Pragram Policy.
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{ii} Have-a writlen"agreemént with the hospice
that is signed by an authorized represeritative-of
the hosp:ce and an authorized representafive of
the LTC facllity. befére hospice care is furnished fo

any resident. The wrilten agreernent must set out
at least the following:

{A) Tha services the hospice will provide..
(B) The Hospice's responisibilities for detérmining

: the-appropriate hospice plan of care as specified
i in §418.112.(d) of this chapter.

(C) The services the LTC facility will coniinue to
prowde based on-each resident's plan of care.
D) A oommumcahon process,. |nclud1ng how the
communication will be documented between the
LTC facility:and the hospice provider, to ensure

d ,that the.needs of the resident are addressed and
met 24 hours per day.

(E). A provision that the LTC facility immediately
notifies the. hospice.- about the following:

(1 Asngmﬁcant change i in the residents physical,
mental, s0dial, or emotional status:

(2) Clinical complicatiofis that suggest a need to

alter the plan of care.

(3) A need:1a.transfer the resident from the facility
for any condition.

{4) The resident's death.

(F) A provision stating that the hospice assuities.
responsibility for detenmining the.appropriate
course of haspice care, including the
determination to change the level of services

i provided.
(G) An.agreement that it is the LTC facility's
responsibiiity to furnish 24- hour room and board

care, meet the resident’s personal care and:
nursing needs in coordination with.the hospice
representattve and ensure-that the level of care
provided is approprlate!y based on the individual

‘resident's needs

Administrator will provide education to 1DT to
ensure hospice resident’s care.plans are¢
updated and include: what hospice services.
will be provided, how often hospice setvices:
are to be provlded in the facility and how
hospice care is used and to'includs facility
collaborating with Hospice ensure care
planning is integrated with facility for-
residents receiving Hospice services {o
maintain the highest practicable physical,
mental and psychosocial well-being:

Ediication will be completed na later than
7H1/2021. Those who have nol been
educated. by 7/11/2021 will be educated pfior
to.their first shift worked after.

| Monitoring/QAPI

: -Administrator or Designee. will mariitor

! hospice resident care plans fo ensure facility
is- collaboratmg with Hospice agency and
care pians are tipdated with most recent plan
of caré, the services provided by Hospice;

i ‘howoften services-are provided in thé facility
-and how hospice care is used. Monltoring will
be conducted weekly hrough chart review,
observation and interviews until a lessor
frequency is deemed- approprlate by the-
QAP| commitige fof & minimum-of 2 mohths.
Any concertis. identified will be corrected

i immediately.

! Administrator or. desagnee will report any
identified rends fo Quality Assurance
i Committee monthly and as needed.

FORM CMS»2567(02:95) Previous Versions Qbsolete-

Event ID-XLLO1

Facilify (D: 0092

If continuation sheet Page' 19.0f 26




PRINTED: 07/01/2021

DEPARTMENT ©F HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID:SERVICES. OMB NO: 0938-0391
STATEMENT.OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN GF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
435036 B. WING, 061712021
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS; CITY, STATE, ZIP CODE
LLIKG HILLS HEALTHCARE 2200 13TH AVE
WOLLINGEEELS s BELLE FOURCHE, SD 57717
% 4):lb ! SUMMARY -STATEMENT OF DEFICIENC!ES 1D, l PROVIDER'S:PLAN OF . CORRECTION ; (X5)
‘PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY-FULL. i PREFIX i {(EACH CORRECTIVE ACTION SHOULD BE i COMPLETION
TAG. -REGULATORY OR L5C IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED TO TH)E APPROPRIATE. ! DATE
X ' DEFICIENCY!

F 849 Confinued From page-19.

{H) A delineation of the hospice's.responsibilifies,
including but not fimited to, providing medical
direction and. management: ‘of the patient; nursing;
-counseling (including, splntual dletary! -and
bereavement); social work; providing. medical
i-supplies; durable medical equipment, and drugs
necessary for the palliation-of pain and symptoms
associated with the terminal illness and related
condstxons, and all gther hospice services thatare
‘necessary for the care of the resident's terminal
iliness and. felated conditions:

() A provision that when the LTC facility
personnel.are responisible for the.administration
of prescribed therapies, including those therapies
determined. appropriate by the hospice and
delineated in the hiespice.plan of care, the LTC
facility- personnel may'; ddminister the theraples
where permitted by State law-and as specified by
the LTC facility.

() Aprovigion stating that the e facility must
report all alleged violations involving
mistreatment, neglect, or verbal, mental, sexual,
-and physical abuse, including injuries of unknown
saurce,and misappropriation of patient property
by. hospice. personnel, to the hospice
administrator immediately when the LTC facility
becomes-aware of the alleged violation.

{K) A delineation of the responsmllmes of the
hospice-and the LTC facility to provide
bereavemerit sefvices to LTC facility staff.

§483.70(0)(3) Each LTC facility arranging for the
provision of hospice care under a wriltei
agreement must designate’a member of the-
facility's interdisciplinary tearm who is responsible
for working with hospice fepresentatives:ta
coordinate care 1o the resident:provided by the
LTC facility staff.and hospice staff. The:

H
1

F 849!

FORM CMS2567(02,89) Prévious Versions Obsclete [Event ID;XLLAT

Fagillty ID; 0012

If éontiwation shaet-Page 20 of 26




PRINTED: 07/01/2021

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 093‘8{)391
STATEMENT OF DEFICIENCIES {X{) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND.PLAN OF CORRECTION, IDENTIFICATION NUFABER: A BUILDING COMPLETED
o}
435035 B. WING 0611712021
NAME OF PROVIDER OR SUPPLIER 'STREETADDRESS, CITY, STATE, ZIP CODE
. I 2200 15TH AVE
FOLLING RELSIHEAL THGARE BELLE FOURGHE, SD 57717
%4 D -SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION | (x5
PREFIX: (EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX. | {EACH CORRECTIVE ACTION SHOULD BE ; ccm;genou
TAG REGULATORY OR'LSC IDENTIFYING INFORMATION) ! TAG H CROSS: REFERENCEDTO THE APPRGPRIATE i
' | i ‘DEFICIENGY} i
] ]
F 8491 Contirued From pags 20 F 849: ;

interdisciplinary team member must have a
clinical background function within thelr State
scope of practioe.act, and have the ability 1o
assess the resident or have :access to someone
that has the skills and capabilifies to assess the
resident.

 The designated interdisciplinary feam member is
! responsible for the following:

® Collabarating wrth hosplce representatives

j and coordiriating [ (o3 facility staff participation in
 the hospice care planning process for those

residents receiving these services.

(iiy Carmmunicating with Fospice representatives
and other héalthcare providers parlicipating in the
provision of care-for the terminal iliness, related
canditions, and other conditions, to ensure guality

-of care for the patient and fa:‘rnily

(i) Ensuring that the LTC facility comimunicates
with tHe hospice medical director, the patient's
attending. physician, and other practitioners.

participating In the provision- of care o:the patient
as needed to coordinate the;hospice care. with the
: medical care provided by other physicians.

! (v) Obtaining the following information from the

hospice:

(A) The mostrecent hospice plan of care specific

o each patient.
8) Hospice. election farm.

'(C) Physician gertification and racertification of
the terminal illness specific to-each patient;
i (D) Narnes and ¢entact iriformation for hospice

personnel involved ifi hospice care.of each

‘patient.

(E) Instructions on how to:access the hospice's
24-hour on-call syster.

‘(Fy Hospice medication information specific to

éach patient.
(G) Hospice- physician and attending’ physlcian {it
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any) orders-specific to each patient. ,
() Ensunng that the LTC Facility staff provides
-orientation in the policies and procedures of the:
fagility; inctuding patient righis, appropriate forms, : i
and record keeping requirements, to haspice’ staff :
furnishing care'to LTC residents:

I§483 70(0)(4) Each LTC facility providing hospice
care under awiitten agreement must énsure that
each resident's written plan- of care includes both
the most recent haspice plan-of care and a
description of the services furnished by the LTC-
facilityto attain or maintain the residenit's. highest
practicable physical, mental, and psychosocial
well-being, as required at §483.24:

This REQUIREMENT is:not met as evidenced
by:

Surveyar; 40788
¢ Based on inferview,.record review, and policy
| review, the-provider-failed to ensure integrated i ; :
plans of-care had been devélaped for three of : :
three: residents {4, 26, and 31) receiving hospice
services. Findings include:

Review of residents 4; 26, and 31s' care plans
revealed: '
*Resident 4 had no'hospice care plan.
*Resident 26's hospice care plan was Initiated. at
the time of her hospice-admission on 5/25/21. ;
*It included an-intervention: “See Héspice plan of | ;
care for additional goalsfinterventions.” i :
-There was no hospice plan of caré 1o refér to.
*Nointerventions: had identified what hospice
services were.provided, howoften hospice
senvices were t have been in the facility, o how ‘
hospice care was used. g
]

*Resident 31's hospice care plan-was initiated at
the time of her hospice admission on 5/24/21,
-It mcluded an intervention: "Care coordmatlon

;
:
!
;
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Continued From page. 22

with {the name of) home health hospice, staff fo
communicate and facilitate-any needs through
coordination with hospice staff. Facmly staff to
support family through this process.”

*No interventioris had identified what haspice
sefvices were provided, how often hospice.
services were 1o have been in'the facility, :or how

hospice care was used.

Interview on 6/16/21 at 5:20'p.m. with

i administrator A and director of nursing {DON) B

! regarding hospice care plans revealed: '

i *DON B confiriried shie hiad been designated as.
the poirt of contact between the-providér and the

Hosplce agency:

-She had not identified & point of contact atthe
hospice agency to establish a working
relationship with regarding those residents who
received hospice care.

*Confirmed coples of hospice care plans for
residents 4, 26,-and 31 had been received-from
the hospice agency:on §/9/21 but had not been
filed in their care records. '

*DON B:and administrator A confirmed hospice
residents’ plans of care had not been developed
in coardination with the hospice agency but
shou!_d have been.

Review of the "Qfr, [quartér] 3, 2018" Hospice
Program policy revealed:
*'12. Qur facility has-designatéd Diréctor of
Nursing/designee to coordinate.care providedt
the resident by our: facmty staff and the hosplce
staff. He or sheis responsm[e for the following:"
="a.:Collaborating with- hospice represeniatives
and coordinating facility staff participation in‘the
hospice care planning. process‘for residents
receiving these services;”
= 3, Coordinated care: plans for residents-

F 849!
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F 849 | -Continued From page. 23 F 849,
receiving hospice services will include the most
: recent hospice plan of care as well as the care i
i and serviges provided by our facility |nclud1ng the-
responsible provider and discipline assignéd to
spemﬁc tasks"in arder to maintaln the: res:dsnts :
highest practicable physical, mental and i
‘psychosocial well-being.” .
F 880 | Infestion Prevention & Cohtrol F-880! Directed Plan of Corraction L 741112024
§s=D! CFR(s)" 483.80(a)(1)(2){4)(e}() Refer to F658 far initial POC-

‘§483.80 Infection Control

The facility must establish and maintain an-
infection prevention and control program
designed fo provide a safe, sanitary and

' comfortable environment and to help prevent the
i development and transmission of cemmunicable.

diseases and infections.

'§483.80(a) Infection preventionand control

program.
The faility miust establish an infection-prevention

and control prograim {IPCP) thatmust include, at

a:minimum, the following elements:

§483.80(a)(1) A system for preventing, ideritifying,

reporting, investigating, and.controlling infections

and communicabte diseases for all residents,
staff, volunteers, visitors; and.other individuals

.prav:dlng services under a contractual

arrangement based upon the facusty assessment
condtctéd according to §483. 70(e)-and following
accepted national standards,

§483.80(a)(2) Written standards;, palicies, and

procedures for the prograrh, which must include,
but-are not limited to:

(i) A system of surveillance designed to identify
possible communicable diseases or

. Identification of Others:

. All résidents have the poténtial o be at risk if

Corrective Action

Administrator, DON .and Infection Control
nurse discussed. idenufled areas cited via
phone call on 71612021 with RN, CDP,
CADDCT, Quality Improvement Advior,
Great Plains Quality Inniovation Network.
Education provided during call included:
refraining from sharing wound cleanser,
monitoring all staff for adherence to hand
hygiene for all cares and treatments across
ali shifts and departments.

Administrator, DON, IDT and Medical Director
reviewed and approved facility’s Hand
washing/Hand Hygiene Policy. :

staff do not.adhere lo-appropriate hand. i

hygiene and appropriate maintenance and. ,

disposal of wound cleanser spray.

All Staff completing.the care and/or assigned
tasks have the potential to be affected. i
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| { continued from page 24.
F-880 | Continued From page:24 F 880: S s Ghangss:
infections before they can.spread to other [ WSIEMIC ENBAGSS: 3
persons in-the facilty; | Administrator, DON and Infection Gontrol '
(ily When-and to whorm possible. incidents of i reviewed Infection Gontrol Policies and
communicable disease-or infections should be individual roles and responsibilities for
reported;  infaction éontrol.-All policies anid roles were
(iii) Standdrd'and fransmiission-based. precaitions: : ! approved.
1o be followed 1o prevent spread of infections;
| (i)When and how isoféition should be used for a | A Root Cause Analysis (RCAY was conducted.
t resident; Including but _nqi limited to: RCA determined some staff are not attending
{#) The type and duration ofthe isolation, :all staff meetings.-on a regular basis missing
dejpending upon the infectious agent or organism out on vital discussions with face-to-face
involved, and dialogueand demonstrationg, Wwith further
(B) A reguiirement that the isofation should bé the : questions asked and answered with
leaist restrictive; possible for the resident under the- discussions during.the meetings. Staff are
circumstances.- getiing written documentalion with the. all staff

meeting education: but the verbal discussions
during these mestirigs would have prevented
the areas of ¢ongern leading to the identified

infactian control citations.

(v} The circumstances under which the facility
must-prohibit employees - with a communicable
disease or-infected skin Jesions from direct,
contact with residents or their food, if direct
contact witl transmit the disease; and

(vi)The hand hygiene procedures to be followed
by staff involved in direct: resident contact,

Administrator, DON, Infection:Control
‘contacted and completed a videa call with-an
RN, CDP, CADDCT, Quality Improvement
R AR R A cure s _Adwsor frém Great Plains Oua!lty Inhovation
§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the : (’;’:n*;“i’)‘l’;'t‘e‘;"b;’fﬁﬁf; ?2: gg?;s;dsggcﬁg;‘j
corractive actions taken by the facility. as an exceptiorial RCA with tharough

i documentation that drilled down to an

i §4§3f8?1§)r:]"n?:]5" dle. store. pi and appropnate root cause for the citations,

| rersonne’ | ust hancle, store, p ooe'ss, and ! Further discussion-included audit tracking:

| transport-linens.so-as-to prevent the spread of  tools ard éducation from CMS for frontlie
infection. | staff and refraining from sharing wound

i o L i cleanser as. referred in F658 PCC. Discussion

| §483.80(f) Annual review. o | | also included continued plans to address

i The facility will conduct:an annual review of its’ ! RCA.

{PCP and update their program, as necessary. ]

This REQUIREMENT: is not met as evidenced E ‘These plans includé. ensuring staff who are

by: ' | riot atténding all staff meetings are given
-Sirveyor: 40053 | verbal and written-education with
: Based on observatlon interview; and policy | opportunities for guestions. and.answers. :
Event ID:XLLQ1Y l-:acili{y,!D:' 0012 If continuation.sheet Page 2510f26

FORM-CM 5-25,6'((02‘99) Previaus Versions, Obsalete




PRINTED: 07/01/2021

DEPARTMENT OF HEALTH AND. HUMAN SERVICES FORM APPROVED:
CENTERS FOR MEDICARE & MEDICAID-SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES: {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CANSTRUGTION (X3} DATE SURVEY
AND PLAN.OF CORRECTION 1DENTIFICATION NUMBER: A BUILDING COMPLETED
G
-435035. B WING 06/17/2021
NAME OF PROVIDER OR.SUPPLIER STREET ADDRESS; CITY, STATE, 2!P CODE
OLLING HILLS HEALTHCARE 20 1STHAVE
ROL - s BELLE FOURCHE, SD 57717
X4y 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION P el
‘PREFIX {(EACH DEFICIENEY MUST BE PRECEDED BY-FULL | PREFIX (EACH CORREETIVE ACTION SHOULD BE i COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENGY)
; [ Also. discussed'is the facility will initiate all
F 880 ; Continued From page 25 F8g0i staff- meeting recordings and. invite staff not

e
i
i

review, the providerfailed to ensure appropriate

hand hygienie by one of one-licensed practical
nurse for:

*Ohe of ohe sampled residerit (37) with a gasiric
tube during ‘enteral feeding and medication

-adrministration.

*“Qrie of one résident (23) during wound
treatment for a skin‘tear to his right elbow.
Findings Include:

1, Observation on 6/15/21-from 12:30 p.mi.
through 1: :30: p.m. and: 6/161’2T from 10:45 a.m.
through 11:15 am. revealed the provnder failed to
ensire; '

*Proper hand hygiene and glove use by one of
one licensed practical nurse (F)-during-entecal
feeding/administration of medications.and-during
wound freatment. _
*Awouind treatment spray was only used for the-
resident who's name was on the bottle.

1. a. Refer-to F658; Finding 1-and 2.

ahle to.atlend meetings to join via video/
phohe: conference.

The RCAwas discussed and approved by the
IDT and Medical Direcior.

. Monitoring;
Hefer-t0.F658 for additional manitoring,

Administrator or designee will monitor. humah |
resources for timely reporting to'department.
managers of staff missing all staff meetirgs:
. Meriitoring will be conducted monttily through
chart review, observation and interviews until
i alessor frequericy is deemed appropriate by
i the QAP| commitiee for.a minimuiiof 3
meénths. Any toncemns identified will be {
corrected immiediately.
Admiinistrator or designee will monitor-
department managers. o-€nsure managers
are providing staff with written and verbal
education and/or viewing video recording of
all staff mestirig and/or jcined.all staff niedting
video/phone conference.
Administratar or designee will monitor siaff, to’
include LPN F, for participation in watching
.meeting videos:and if they are joining from
! ‘phone, home or compmer 10 enisure staff
| knowledge of education-is received in the
saime-as staff attending.all staff meeting face-
to-face. Monitoring, will be.conducted monthly
through chan review, abservation and. :
interviews until alessor frequency is deémed
appropriate by the QAP| commiittes fora
minimum of 3 ménths. Ahy concefns
identified will be corrected immediately.-

|

Administrator. or designee:will report any i
: identified trends to-Quality Agsurance
i Committee monthly and as needed.
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: D PROVIDER'S PLAN-OF GORRECTION;

! PREFiX. (EAGH CORRECTIVE ACTION SHOULD BE

i CRQSS-REFERENGED TO THE APPRCPRIATE i
" DEFICIENCY} '

NAME OF PROVIDER CR-SUPPLIER

X4 | . SUMMARY-STATEMENT OF DEFICIENCIES
; (EAGH DEFICIENCY MUST BE'PRECEDED BY FULL

PREFIX { AENLY > cUEUED B
TAG REGULATORY-OR LSC IDENTIFYING INFORMATION) ; TAG

E-000 ; Initial Comments : E000
Surveyor; 18087 : A
i A recertification survey for compliance with 42 ; ;
‘GFR.Part 482, Subpart B; Subsection 483.73, §
Emergericy Preparedness, reguiréments for Long

| Tetm Care Faciliies, was conducted on 6/15/21. _
| Rolling Hills Heafthcare was found in compliance. |

i
H
d i
H :
i H
| ; :
H H :
) : :
g ! H
! i :
i H i
H v !
3 H :
i :

LABORATQR'Y DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE }xe‘) DATE.

\ R\ anruoodd Raministratn,- Nalzo7
"Any deficiency $latemant énding-with an asteriak (%) denotes a defisiency which the jnstitution may be excused from carrecting providing it is-determined that
other safeguards. provide sufficient protection to the. patients . (See Instouglions Exzept for nursing Aomes, the findings siated above ane disclosable 90 days
following the date of Survey whether or not : i -p@d nf nursing homes, the above findings and plans of cotreciion are disclosable 14
;wh.e ity |
= 13 i

daya Tolawing e datahasil | qéficiencies are-cited; an approved plan of correction s fequisite 16 continued
program participation. VL

p——

If continuation-sheet Page 1 of 1

FORM CMB-2567(02-83) Previcu a2t Facility 1D;° 0012



PRINTED: 07/01/2021

DERARTMENT OF HEALTH AND HUMAN SERVICES FORM APPRGVED:
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-03971
STATEMENT OF DEFICIENGIES (%1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORREETION ADENTIFICATION NUMBER: A BUILDING 1 - MAIN BUILDING D1 "COMPLETED
435035 8: WiNG 0611512021
NAME GF PROVIDER-OR SUPPLIER STREET ADDRESS; CITY, STATE, ZIP CODE:
. . o '2200 13TH AVE
ROLLING HILLS-HEALTHCARE BELLE FOURCHE, SD S7717.
(X4) 1D ‘SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION R
‘PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION-SHOULD BE ¢ COMPLETIGN
TAG 'REGULATORY OR L$C.IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE i DATE
DEFICIENCY) :
7 f < i
K.000 ; INITIAL COMMENTS © K0!
| ‘Surveyor: 18087 :
A recértification survey foi compliance with the :
Life Safety' Code (LSC) (2012 existing health care
| occupancy) was conducted on 6/15/21. Rolling
i Hills Healthcare was found irf compliance with 42 : i
: CFR 483.70 (a) requirements-for Lang Term GCare
Facilities. :
] H
) H
TITLE -l(xs'; DATE

“THowoood

UABORATORY DIRECTOR'S ‘OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Advriiaistrator  Mdl202)

Any defclency statémeiit ending with an aslerisk (*)'denotes a deficiancy whnch the in.

other- safeguards prowde suffictent p

E; (Se;mw_edﬂ Epr rri?sxl 3

§Mutibn may be excused:from correcting providing it is determined that -
t for nursing hamés, the findings staled above are: disclosable 90 days

homes,.thé-above’ f:ndmgs and plans of cefrection &re tisclosable 14

“fallowing the date of survay wheiher: i 7
days following the date lhesa docum 1}}; i

progiam participation:.

_,_M_
i”"“mé—/
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§ 000, Compliance/Noncompliance Staternerit $:000
| Suryeyor: 40053
A licensure survey for.compliance with the !
Admmlstratwe Rules of South Dakota, Article
5 44:73, Nurslng Facilities, was conducted from.
£ 6/15/21 through 8/17/21. Rolling: Hills Health Care.
was found in compliance.
$ 000 -Complfancefﬂoncompiiance" Staterment S-000
Surveyor: 40053.
A licensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:74, Nurse'Aide, requlrements for-nurse aide:
traifiing programs, was conducted fron 6/15/21
through 8/17/21. Rolling Hills Health Care was
i found in compliance.
i
i
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